LETTERS TO THE EDITOR
Screening for growth: towards 2000 EDITOR,-Jefferson and Forster devote 15 column inches to the virtues of growth monitoring but offer just four lines of 'results'.' We would like to know how a protocol that refers any child with a growth velocity below the 25th or above the 75th centile can 'generate appropriate referrals and not swamp the system'. We would have thought that by definition 50% of children would grow outside these centile limits.
The issues raised by growth monitoring are not simple, however much we may wish them to be so. Children cannot be relied upon to grow along the centile lines on the standard growth charts -they deviate from them both up and down.
This can be illustrated by examination of a commonly quoted reason for monitoring height in prepubertal schoolchildren -the identification of girls with Turner's syndrome. The figure shows the growth curves for these girls2 superimposed on the 1990 nine centile chart. Note that between the ages of 5 and 9 the curve for the taller girls (those who would not be identified by a single measurement) crosses less than one centile channel (0-67 SDs on these charts). At least one normal girl in every 50 will cross one complete centile channel over this time span (calculated by Cole from French and English longitudinal data3 4*). Turner's syndrome has been reported to occur in one girl in every 2000, and probably at least half of these are identified at birth or in the preschool years. There is therefore perhaps one undetected case of Turner's syndrome in every 4000 girls at 5 years of age and it follows that at least 80 normal girls must be referred for every case of Turner's syndrome discovered. Growth monitoring, like many other aspects of child health surveillance, involves a search for needles in haystacks. That does not necessarily mean that it should not be done but, as with so many other areas of medical care, common sense choices do not always work OUt SO well in practice. The downside of ineffective monitoring and screening is not only economic -more important are the worry generated, the waste of scarce professional expertise and, not least, the waste of parents' time. What we need from our endocrinology colleagues is not emotive pleas but a multicentre systematic study of the contribution made by growth monitoring to the earlier detection of growth disorders. The use of height velocity in most height monitoring programmes is over two year periods which lessens the effect of measurement inaccuracy and year to year variation. The probability of two successive yearly velocities in a normal child falling below the 25th centile is only around 0-25X025 (0-0625), that is, only 6-25% of healthy children will grow that slowly over a whole two year period. 1 It is the experience of paediatricians measuring children regularly that normal children do not deviate from their centile lines and sequential measurements are highly correlated as is shown by the original Tanner data.
The illustrated Turner normal data superimposes 'old' Turner's syndrome data on the new 1990 normal charts and may not take account of secular trend in the Turner's syndrome group but it does show that at least 50% of girls with Turner's syndrome are not identifiable by height or height velocity alone before the age of 5 years. Therefore continual monitoring (as outlined in our letter) is necessary to detect these individuals and, just as importantly, others with non-endocrine chronic disease/deprivation not identifiable by other means.
We and many of our colleagues would strongly support a large multicentre systematic study to look at the benefits of growth monitoring before the measurements at 7 and 9 years are deleted from the child health surveillance protocol. Transient gluten intolerance EDITOR,-In a recent paper Meuli et al described genetic differences in HLA-DR phenotypes between children with coeliac disease and those who previously had a clinical presentation consistent with coeliac disease accompanied by hyperplastic villous atrophy followed by recovery on a gluten-free diet. The latter children had a normal small intestinal mucosa after gluten challenge.'
There were 16 of these children and they continued on a normal gluten containing diet for a period of five to 15 years with the small intestinal mucosa remaining normal. They have described five children who took five to nine years to relapse after return to a normal gluten containing diet. Thus for reasons unknown, delay in relapse may take several years, after the reintroduction of gluten to the diet. Thus while it is possible, that the children described did have transient gluten intolerance, it is also possible some in time will prove to have coeliac disease. Although the evidence that there is a genetic difference in HLA phenotype between the two groups of children argues in favour of a distinction from coeliac disease. It is yet possible that the 16 children are a heterogenous group. Some indeed may have coeliac disease for example those who had the DR3/DR7 phenotype and will eventually relapse.
The authors do not tell us whether all 16 children were under the age of 2 years at presentation. This is of some importance for the validity of the revised ESPGAN criteria for coeliac disease. A 25 year old woman presented at 38 weeks' gestation with a vesicular rash. The diagnosis of chickenpox was confirmed by the detection of specific IgM antibodies to varicella zoster virus and she was treated with acyclovir 800 mg five times daily for seven days. Nine days after the development of the rash she delivered a healthy boy. Six days after delivery he developed a vesicular rash and fever, and varicella zoster virus was detected in vesicular fluid. He was successfully treated with a five day course of acyclovir (100 mg five times daily).
This infant was born nine days after his mother developed chickenpox and, in accordance with current guidelines for the UK, he did not receive zoster immune globulin.3 We postulate that the use of acyclovir to treat the mother's infection may have affected her immune response to the virus leading to reduced passive transfer of immunity to her fetus. When he was born he was at increased risk of varicella infection, which he subsequently developed. This case highlights concerns over the effect of acyclovir on the immune response to chickenpox and also suggests that the present guidelines for passive immunisation against varicella zoster virus may leave a proportion of infants born to mothers treated with acyclovir at unnecessary risk. A diagnosis of pneumococcal meningitis was made and the child was treated with triple chemotherapy: penicillin, sulphadimidine, and chloramphenicol as was routine in 1982. She remained critically unwell and developed a third and sixth nerve palsy on the left side.
Computed tomography of the head showed marked dilatation of the lateral and third ventricles and she was referred to the neurosurgeons who subsequently inserted a ventriculoperitoneal shunt. The child recovered from her meningitis but remained globally retarded in her development with regular seizures and unable to speak. At the age of 14 years, she represented with apparent, recurrent abdominal pain. Physical examination was unhelpful. There seemed to be no area of local tenderness or guarding. She continued to eat well and her bowels moved normally. Urine culture and analysis was negative and a plain abdominal radiograph failed to reveal any abnormality. The apparent abdominal pain that the child was suffering persisted intermittently for several weeks and she was reviewed and examined on several occasions. No clinical evidence of organic disease was elicited. After approximately eight weeks of intermittent symptoms the child passed a plastic tube in her stool which was clearly the distal portion of the ventriculoperitoneal shunt.
I and myself 24 years ago3 in the Archives. This paper showed that, provided careful attention was given to the technique in the training of observers with the neonatometer, '95% of all observations of crown-heel length were likely to lie between plus and minus 3-4 mm of the true value'. These represented accurate and reliable measurements. The constant pressure pad fitted to the number counter, allowing it to automatically lock, added particular precision. We also showed that mothers were well able to hold the head.
But a good reliable instrument is one thing, it is quite another to convince people of the value oflength measurement in infants. Along with weight and head circumference, length is important -not only for the more immediate assessment of growth status but also to help evaluate a problem of growth in an older child by looking back at earlier measurements.
